The links among social disorder, violence in the social support network (NIPV), community violence, and women's substance use were examined in a sample of 50 low-income, nonshelter women to predict intimate partner violence (IPV). The authors found that living in a neighborhood with higher levels of social disorder and using substances increased women's exposure to community violence that, in turn, was associated with increased rates of IPV. In addition, although not associated with community violence, NIPV was associated with increased IPV. The results suggest that examining neighborhood-level factors is important in domestic violence policy, practice, and research.
T ypically, individual and interpersonal characteristics have been considered as more pertinent to the study of intimate partner violence (IPV) than neighborhood characteristics (e.g., Miles-Doan, 1998) , despite a well-documented relationship between place of residence and violent victimization. Neighborhood disadvantage encompasses characteristics, such as high rates of poverty, joblessness, and residential mobility. Such characteristics are associated with a host of social and physical ills, including higher rates of violent crime (e.g., Krivo & Peterson, 1996) , mental disorder (e.g., Silver, Mulvey, & Swanson, 2002) , and mistrust and fear of crime (Renzetti & Maier, 2002; Ross & Jang, 2000) . In addition, although the importance of individual and interpersonal risk factors cannot be denied, a steadily growing body of literature indicates that residents of poor neighborhoods are at high risk for IPV (Benson, Fox, DeMaris, & Van Wyk, 2003; DeKeseredy, Alvi, Schwartz, & Perry, 1999; Miles-Doan, 1998; Renzetti & Maier, 2002) . Benson et al. (2003) reported that the relationship between intimate violence and neighborhood disadvantage was not linear; there was a strong relationship between IPV and disadvantage only in the fourth quartile, representing the most disadvantaged neighborhoods. Furthermore, the association between IPV and neighborhood disadvantage remains robust even after controlling for individual-level risk factors (Benson et al., 2003; Browning, 2002; Cunradi, Caetano, Clark, & Schafer, 2000) . For example, recently reported annual incidence rates from women living in public housing have been as high as 19.0% and 35.0% (DeKeseredy et al., 1999; Renzetti & Maier, 2002) compared to a reported lifetime incidence among the general population ranging from 1.5% to 16.0% (Rennison & Welchans, 2000; Straus & Gelles, 1990; Tjaden & Thoennes, 1998) . However, despite this knowledge, relatively little is known about neighborhood disadvantage and its effect on domestic or IPV.
Examining the role of neighborhoods in IPV may be especially pertinent when considering substance use in poor populations. Substance-abusing women are at high risk of experiencing IPV (Dunn, Dunn, & Ryan, 1998; Kilpatrick, Acierno, Resnick, Saunders, & Best, 1997) . Estimated lifetime rates for drug-abusing women range from 60% to 75% (e.g., American Medical Association, 1992; El-Bassel, Gilbert, Schilling, & Wada, 2000; ) compared to the estimated violence rate of 17% for non-drug-abusing women (Straus & Gelles, 1990) . However, the mechanisms associating substance use and violence are not well understood. Typically, researchers have focused on the direct effects of intoxication of the male partner as a risk factor, with a growing interest in the female partner's own use as a potential additional risk for victimization. This view holds that use of substances, especially alcohol, may impair judgment and intensify emotional states, increasing the risk of violence in both male-to-female violence (Brown, Werk, Caplan, & Seraganian, 1999; Fals-Stewart, Leonard, & Birchler, 2005) and female-to-male perpetration and female victimization (Stuart, Moore, & Ramsey, 2004) . In addition, a growing body of research suggests that the relationship between substance abuse and IPV is, in part, attributable to the woman's (and her partner's) drug-dependent lifestyle in the context of impoverished neighborhoods (e.g., Cao, Adams, & Jensen, 1997; Fullilove, Lown, & Fullilove, 1992; Gilbert et al., 2001 ). This view focuses on the drug-dependent lifestyle in which addicted women may engage to support their habit and their partner's habit. Buying, selling, and obtaining drugs, or indirectly associating with friends and family members who engage in such behaviors, may increase the risk of witnessing and experiencing violence (Fullilove et al., 1992; Goldstein, 1985; Sommers & Baskin, 1997) .
In this study, we expand on previous work examining the relationships between IPV and neighborhood disadvantage by examining social disorder or social incivilities and community violence, both of which have been less examined in association with IPV. We also examine an aspect of the social environment: the presence or absence of IPV among the members of the women's social networks. Finally, we explore the association of substance use to these concepts and the potential role of community violence as a mediator of substance use and network violence. In the next few paragraphs, we will briefly note key concepts in neighborhood theory and then relate these key concepts to IPV.
Neighborhood Theory
To explicate the relationship between crime and neighborhood, researchers have effectively applied (a) the concepts of social disorder (e.g., Ross & Jang, 2000; Sampson & Raudenbush, 1999) , (b) to a lesser extent, community violence (HallidayBoykins & Graham, 2001) , and (c) interrelated concepts of informal social ties and collective efficacy or social disorganization (DeKeseredy, Schwartz, Alvi, & Tomaszewski, 2003) . The central idea behind social disorder refers to an array of threatening acts that occur between strangers within a particular neighborhood that can lower the quality of life. Social disorder encompasses incivilities such as drug sales, rowdy behavior, and public intoxication that occur in public areas, such as street corners, parks, storefronts, playgrounds, and other shared public spaces, but does not include aspects of physical degradation, such as vandalized buildings or abandoned lots (Sampson & Raudenbush, 1999) .
Neighborhoods that have high levels of social disorder also tend to have high levels of community violence, the second important concept in neighborhood theory. Violent public arguments, drug-related disputes, gang fights, robbery-related assaults, and sexual victimization tend to flourish in neighborhoods where disorder is rampant (Sampson & Raudenbush, 1999; Sampson, Raudenbush, & Earls, 1997) . Thus, in disorderly neighborhoods compared to nondisadvantaged neighborhoods, residents may witness and/or experience higher levels of violent and threatening events (e.g., Sampson et al., 1997) .
This high co-occurrence of social disorder and community violence may be explained in part by collective efficacy, the third important concept in neighborhood theory. Low collective efficacy, or a socially disorganized community (different from social disorder), describes a neighborhood where members are relatively isolated from one another and unable to develop and enforce informal social control (Ross & Jang, 2000; Sampson et al., 1997) . For example, in an environment where the presence of unpoliced abandoned buildings permit drug-related or other criminal activity (high social disorder), residents may be less willing to interfere when children in the community are truant from school or loiter (low collective efficacy). Thus, antisocial acts are more likely to flourish in disorderly neighborhoods with low collective efficacy because residents do not have the capacity to intervene and to regulate the community (Perkins & Taylor, 1996; Sampson et al., 1997; Sampson & Raudenbush, 1999) .
Application of Neighborhood Concepts to IPV
The concepts of social disorder, exposure to community violence, collective efficacy, and informal social control have typically been used to explain higher rates of nonintimate crime such as property crime, homicide, violent assault, and robbery between nonintimate partners in disadvantaged neighborhoods. Recently, this theoretical framework has been effectively applied in the context of IPV. With respect to social disorder or social incivilities, this type of environment may provide the larger context in which IPV can flourish. Specifically, a community with high levels of social disorder is likely to experience high levels of community violence, which may increase the risks of IPV.
A few studies have suggested that community violence and intimate victimization may share common neighborhood antecedents (e.g., DeKeseredy et al., 2003; MilesDoan, 1998) . One reason for this revolves around the considerable debate as to whether intimate violence can be considered within a general theory of violence or whether it must be considered as a phenomenon occurring independently of nonintimate violence (e.g., Fagan & Browne, 1994) . Specifically, it is argued that IPV is distinct from nonintimate violence in that the former is substantially associated with maintaining male control within romantic relationships, whereas the latter is concerned with affirming masculine identity and status in the broader societal setting (Dobash & Dobash, 1998) . However, the two forms of violence need not be mutually exclusive; IPV may occur as a result of patriarchal values that play out in both the private and public spheres. Economically disenfranchised men may experience high levels of stress because they are unable to attain the status typically associated with masculine success validated by a patriarchal system (DeKeseredy et al., 2003) . For example, unemployed men may perceive themselves negatively because they have failed to live up to their traditionally defined role as the breadwinner (Raphael, 2001) . Seeking out and affiliating with similar men and sharing narratives of power, emotional conquest, and sexual exploits and asserting control of women's bodies and their sexuality can serve to alleviate this powerlessness but results in negative consequences for the health and safety of women (Raphael, 2001) .
Other than theoretical explanations, few researchers have addressed the possibility of a relationship between community and intimate violence, perhaps because the two forms of violence may not co-occur in nonpoor residents or in nondisadvantaged neighborhoods (e.g., Hotaling, Straus, & Lincoln, 1989 ). However, a few studies provide indirect support for the community violence-IPV link. Specifically, a series of studies have noted that women who live in areas of concentrated disadvantage (Benson et al., 2003; Miles-Doan, 1998 ) are more likely to be victimized by an intimate partner than are women who do not live in such areas. Although not explicitly examined by the researchers in these studies, areas of concentrated disadvantage tend to have higher levels of crime and violence (Sampson et al., 1997) , suggesting that intimate violence occurs at a higher rate in the presence of community violence. Similarly, DeKeseredy et al. (2003) found that women who lived in areas of concentrated disadvantage reported high rates of IPV and that both men and women reported high rates of personal and property crime, further supporting the link between community violence and intimate violence. With regard to the female partner, emerging research on trauma histories of poor women indicates that these populations are exposed to multiple forms of physical and verbal aggression-between family members, strangers, and residents in the community, during childhood (e.g., Renzetti, 2003) , and between domestic partners and commercial sex partners (e.g., Browne, Miller, & Maguin, 1999; El-Bassel, Witte, Wada, Gilbert, & Wallace, 2001; Gilbert, El-Bassel, Schilling, & Friedman, 1997; Hirsch, 2001) . Correspondingly, it is now generally agreed that violence is rarely an isolated occurrence; living in neighborhoods with high crime may produce opportunities for multiple types of exposure to violence, including being the offender, witnessing violence, and being victimized (e.g., Felson, 1997; Halliday-Boykins & Graham, 2001 ). Thus, being exposed to community violence involving nonintimates may eventually lead to a higher risk of IPV.
Why would violence in the public space and violence in the private space be related? Community and IPV may be associated with each other through related mechanisms. One focuses on the roles of collective efficacy, informal social control, and norms. The other focuses on the "banalization" of violence.
The first view holds that the presence of high levels of both community violence or crime and IPV may indicate the failure of informal social control mechanisms, leaving the community without the "capacity of a group to regulate its members according to desired principles" (Sampson et al., 1997, p. 918 ). An initial body of research found that members of communities with high social disorganization or low collective efficacy (Browning, 2002; DeKeseredy et al., 1999 DeKeseredy et al., , 2003 Renzetti & Maier, 2002) are at higher risk for nonintimate crime and IPV as compared to the general population (Miles-Doan, 1998) . However, in subsequent research, Renzetti (2003) found that high collective efficacy was related to higher rates of IPV. Methodology may account in part for these contradictory findings. For example, Browning (2002) used data from two surveys-the 1990 census and the Chicago Homicide Dataset-and measured collective efficacy as an aggregation of individual perceptions of social cohesion and informal social control, whereas Renzetti obtained data from public housing communities. In addition, smaller units of analysis (e.g., public housing compared to census tract) and more homogenous samples tend to strengthen relationships of interest. In addition, research conducted by Block and Slogan (in press) found that women in neighborhoods with high collective efficacy were equally as likely to seek help and reduce subsequent acts of IPV as women in neighborhoods with low collective efficacy.
An alternative explanation for these findings suggests that the processes of collective efficacy are more complex than previously proposed and that the high presence of community violence does not automatically signal that collective efficacy is low. This view proposes that collective efficacy is a multidimensional construct such that residents may only work toward certain shared values but not others. For example, residents may take a cohesive stance on ending visible drug crimes. However, the same residents may be less likely to pay attention to IPV, either because it is less visible or because the prevailing community norm on IPV prescribes noninterference. A related explanation focuses on the availability of collective resources. Limited community resources may be allocated for regulating other aspects of community life that are deemed more pressing (e.g., a visible drug trade). Finally, collective efficacy may not effectively reduce IPV because the community that is presumably enacting (or failing to enact) social control is not present in the physical environment in which the violence takes place-namely, in the home.
The second mechanism that may link community violence and IPV focuses on the banalization or "legitimization" of violence. The widespread use of violence in public settings may be generalized as acceptable behavior in other, more intimate domestic settings. For example, higher occurrences and experiences of generalized violence may result in women experiencing higher levels of IPV, both because their partners are more likely to resort to violence as a legitimate negotiating tool and because "everyone does it." In addition, if the woman herself has been victimized or engaged in aggression in the course of drug-related conflicts outside the home, the violence may further the message to the partner that intimate violence is personally acceptable. Thus, extensive exposure to community violence may "normalize" the use of violence.
In sum, we argue that community violence may affect intimate violence by two similar, though situationally distinct, factors: the norms that govern social control and violence prevalence. We suggest that when violence external to the home increases, the risk of violence within the home increases as well via these different mechanisms. As a first step toward testing these processes, we examined if high levels of social disorder were related to witnessing increased acts of community violence, and if, in turn, community violence was associated with increased levels of IPV.
Network IPV
Another area of study pertains to the characteristics of the social network from which women seek and receive aid. The role of individual-level social support in protecting women from adverse consequences has been well documented. However, social networks can also bring adverse consequences. We suggest that being embedded in a subculture where IPV is common may increase incidents of IPV directly or indirectly. Specifically, impoverished women who live in poor neighborhoods may rely on other distressed individuals for social support. Poor women may have less choice from whom to select their network compared to affluent women because 1138 Violence Against Women restricted educational and vocational opportunities may limit their ability to interact in "communities of interest" in addition to their "communities of residence" (McMillan & Chavis, 1986) . Therefore, they tend to rely on and network with women with very similar profiles. As such, other women in their network may also experience IPV. Accordingly, we propose that living in a community with high rates of social disorder would be related to increased rates of IPV in women's immediate and close social support networks (network IPV). In turn, increased network IPV will be positively associated with increased acts of IPV.
The Relationship of Substance Use to Community and IPV
Our final area of study pertains to women's drug use and the lifestyles associated with it. As noted, multiple theories have been suggested to explain the high co-occurrence of drug use and IPV. The traditional view holds that use of substances by the male perpetrator may impair judgment and intensify emotional states, directly leading to violence (Brown et al., 1999; Fals-Stewart et al., 2005) . The second view posits that a drug-dependent lifestyle increases the woman's risk of witnessing and experiencing violence from clients and sellers (Fullilove et al., 1992; Goldstein, 1985; Sommers & Baskin, 1997) , which in turn increases risk of IPV. The second view, which we propose to test in this study, would suggest that drug use and drugdependent lifestyles may contribute to IPV via community violence.
The goal of this study is to provide a preliminary examination of the associations among several understudied factors that we believe predict IPV in socially disorganized contexts. Accordingly, we formed the following four hypotheses as depicted in Figure 1 :
Hypothesis 1: High levels of social disorder (Path a), a high density of IPV in the social networks (Network IPV), and substance use (Path b) will be positively associated with increased exposure to witnessing community violence. Hypothesis 2: A high density of IPV in the social networks (network IPV) and substance use will also be positively associated with IPV (Path c). However, social disorder will not be directly associated with IPV. Although not indicated within the primary hypotheses, DeKeseredy et al. (2003) found that perceived social disorder did not directly predict IPV but was associated with property crime. Based on their results, we predict that perceived social disorder will not be directly associated with IPV but will be associated via community violence. Hypothesis 3: Increased exposure to community violence will be associated with higher levels of current IPV (Path d). Hypothesis 4: The relationships among network violence and substance use to IPV will be mediated by community violence such that once community violence is added into the model, network violence and substance use will no longer directly predict IPV.
Method Participants and Procedures
Data for this study were obtained as part of a larger study examining social network composition in a welfare-to-work program (Raghavan, Mennerich, & James, 2002) . Participants received $25 for the interview. The study sample was recruited from six sites located throughout the United States: New York, Oklahoma, Tennessee, Missouri, California, and North Carolina. Eligibility criteria for program participation required that women were 18 years of age or older, were currently receiving or eligible to receive Temporary Assistance to Needy Families (TANF), and had an admitted drug problem. Recruitment letters were sent to the sites for distribution to eligible women, and on-site interviews were scheduled by the project coordinator. The original recruitment sample consisted of 65 women who had been in the program between 30 and 90 days. A total of 65 women completed the interview; however, they were not all from the sample of 65 women who received recruitment letters. The discrepancy between sent recruitment letters and the women actually interviewed was because of eligible participants leaving the treatment program, women no longer being eligible at the time the researchers were on-site, and participants not being present at the treatment facility on the day of the interviews. In addition, to recruit a substantial sample size, the length of time in the treatment program was expanded to include anyone longer than 30 days.
Researchers had the following recruitment or completion rates in each site: 150% in New York (original recruitment = 9, completed interviews = 14), 50% in Oklahoma (original recruitment = 10, completed interviews = 5), 100% in Tennessee (original recruitment = 10, completed interviews = 10), 61% in Missouri (original recruitment = 13, completed interviews = 8), 171% in California (original recruitment = 7, completed interviews = 12), and 100% in North Carolina (original recruitment = 6, completed interviews = 6). Of the 65 women interviewed, 15 were excluded from this analysis because they did not meet the criteria of having been in a relationship in the past year. Participants ranged in age from 20 to 45 years (M = 31.16, SD = 7.09). The sample was equally divided between African American and European American women (44% each), with the remaining 12% being Native American, Hispanic, or biracial. The length of time in the program ranged from less than a month to a little longer than 7 months (M = 2.94, SD = 1.76). Of the participants, 30% reported some college, 36% reported completing high school, and another 34% reported completing middle school. Of the women, 76% relied on the state as their main source of income in the past 6 months, 14% relied on their domestic partner, and 10% were self-supported.
Measures
Social disorder. Social disorder was measured by 12 items pertaining to threatening behaviors by strangers in public (Perkins & Taylor, 1996; Sampson & Raudenbush, 1999) . Three items were adapted from Perkins and Taylor (1996) . These included people who say insulting things, people fighting or arguing, and groups of teenagers hanging out in the street. Two items were adapted from Sampson and Raudenbush (1999) . These were adults loitering or congregating and prostitutes on the streets. Five items were adapted from the Urban Corps Expansion Project Corpsmember Survey (Baldwin-Grossman, Connell, & Resch, 1995) . These were buying and selling of drugs, seeing someone being shot or stabbed, presence of neighborhood patrol (reverse coded), problems between different racial groups, and gangs causing trouble. Finally, we included three new items: theft, homelessness, and seeing people high or drunk. Participants were asked to indicate the extent to which they experienced each social disorder item in their neighborhood in the past 6 months using a 4-point scale (0 = never to 3 = most of the time). Internal consistency was excellent in this sample (α = .91).
Network IPV. IPV in female support networks was assessed by obtaining comprehensive information on supportive social networks using the Arizona Social Support Interview Survey (Barrera, 1981) . To narrow the definition of close support members, only those support sources that had provided support in the previous month were included. Each participant received a network IPV score that was a count of female support providers who were also identified as being in a physically abusive relationship in the past 6 months. Responses were blind coded by the second author.
Substance use. The questions for substance use were adapted from Monitoring the Future (Johnston, O'Malley, & Bachman, 1987) . The questions assessed the frequency of drug use in the past 6 months (0 = not at all to 6 = once a day or more). More than two thirds (70%) of the participants had used drugs at least once in the past 6 months, with 12% reporting using drugs between 2 and 5 times (M = 0.38, SD = 0.42).
Community violence. To assess exposure to community violence, we used the adult version (personal communication, Buka, 2002) of the My Exposure to Violence Scale (Selner-O'Hagan, Kindlon, Buka, Raudenbush, & Earls, 1998) . Participants were asked to indicate whether they witnessed eight different forms of nonintimate violence in the past 6 months, including seeing someone being chased, threatened, or physically assaulted. Half (50%) of the participants reported witnessing one or more acts of violence (aggregate across eight items, M = 0.22, SD = 0.31). The internal consistency was acceptable (α = .66) and similar to that reported by the original authors.
IPV. IPV in the past 6 months was calculated by summing 12 physical abuse items from the Revised Conflict Tactics Scale (Straus, Hamby, Boney-McCoy, & Sugerman, 1996) . Participants indicated the frequency of each act on a 6-point scale (0 = never happened to 5 = happened more than 10 times). Internal consistency was excellent (α = .91). This variable was skewed (M = 0.19, SD = 0.55, skew = 3.8) and was log transformed using natural log to better approximate the normal distribution (M = 0.11, SD = 0.29, skew = 3.0).
Results
As a first step, we examined the mean scores and frequency distributions of all variables (Table 1) . Participants lived in environments with varying degrees of social disorder; however, the average reported levels were quite low. Of the women, 16% reported at least one support member who had been in an IPV situation within the past 6 months; one woman in this group reported three support members who were in violent situations. Half (50%) of the participants witnessed at least one act of community violence. About one third (34 %) of the participants reported experiencing at least one act of violence, with 12% reporting five or more acts of violence in the past 6 months. More than two thirds of the participants had used drugs at least once in the past 6 months (70%), with 12% reporting using drugs two to five times (M = 0.38, SD = 0.42). These lower drug use rates can be attributed to the fact that all women were enrolled in drug treatment programs that required abstinence in exchange for program benefits.
We next examined the bivariate associations among study variables, as shown in Table 1 . As predicted in Hypothesis 1, high levels of social disorder and substance use were associated with increased exposure to witnessing community violence.
However, high density of IPV in the network was not significantly associated with community violence as predicted. As predicted in Hypothesis 2, network violence and substance use were both significantly associated with IPV, whereas social disorder was not. As predicted in Hypothesis 3, increased exposure to community violence was significantly associated with higher levels of current IPV.
We next tested the mediating hypothesis (Hypothesis 4). However, based on the above results, only substance abuse was considered as a potential mediated variable, whereas network violence was considered for its potential direct relationship to IPV. For a mediating relationship to exist, the following would have to hold: (a) Substance use should significantly predict community violence and IPV as indicated by the bivariate relationships, (b) community violence should significantly predict IPV as indicated by the bivariate relationship, and (c) once community violence is entered into the regression equation, substance use should no longer significantly predict IPV.
The bivariate relationships indicated that the first two conditions held. Accordingly, we tested the third condition using multiple regression analysis. In this regression, we entered community violence in the first step, and substance use and network violence in the second step, to predict IPV. The overall model was significant. As can be seen in Table 2 , once community violence was entered in the regression, the relationship of substance use to IPV became statistically insignificant (r = .32, p < .05 to b = .16, ns), indicating that the relationship of substance use to IPV was fully mediated by community violence. Finally, although network violence was not mediated as predicted, it remained a significant direct predictor of IPV in the multivariate model. The total variance explained for IPV was 29%, which, although modest, is reasonable given that only three predictors were used. a. Numbers reflect log transformation. *p < .05, two-tailed. **p < .01, two-tailed. ***p < .001, two-tailed.
Discussion
The high rates of IPV in poor, substance-using communities have elicited alarm from researchers, clinicians, and activists. The findings in this study suggest several pathways associated with economic disadvantage that may render women more vulnerable to IPV. We found that living in a neighborhood with higher compared to lower levels of social disorder, such as public intoxication and selling of drugs, increased women's exposure to serious levels of violence such as assault and armed fights. Such exposure to community violence, in turn, was associated with increased rates of IPV. As we had expected, living in a neighborhood with high incivility was not a direct risk factor for IPV but contributed to IPV indirectly by its influence on exposure to community violence. Our findings also indicated that the relationship between substance use and IPV was best explained by a mediational relationship rather than a direct one; using substances appeared to increase risks of women's exposure to community violence, which then increased the risks of IPV. Surprisingly, relying on other women who themselves were in violent relationships did not expose women to more community violence. However, network IPV increased women's personal experience of being victimized by their partner. In sum, our population of poor, substance-abusing women appeared to be at a higher risk for violence from their partner than other women because of the ubiquity of violence tied to their place of residence.
In this study, we found that substance-abusing women were more likely to be assaulted by their partner as a result of their exposure to community violence rather than as a direct result of their drug use. One explanation for these results may be related to women's lifestyles: Substance-using women who live in particular contexts may themselves engage in or may be exposed to high-risk behaviors, including buying, selling, and obtaining drugs and trading sex for drugs, that increase risk of exposure to street violence from drug dealers, clients, and commercial sex partners (e.g., Fullilove et al., 1992) . However, two alternative explanations must be considered. One alternative explanation is that women's risk of assault may have also been associated with their partner's simultaneous substance use rather than their own lifestyles, an explanation we were unable to rule out. A second, alternative explanation is that women may have used substances to cope with both the community and intimate violence in their life rather than the substance use leading to IPV. However, because this is a correlational study, we were unable to determine the direction of the relationship. Overall, these results suggest that examining the direct relationship between women's own substance use and IPV may be better understood in the context of the neighborhood in which they reside. One of the most interesting findings in this study concerned the relationship of community violence to IPV. Why would greater exposure to community violence be associated with intimate violence within the home? Although we did not test any potential mediators between community and IPV, we offer several explanations for this relationship. The first explanation focuses on the larger community context and the subsequent acceptance or legitimization of IPV within this community. The second focuses on collective efficacy, and the third on fear of crime. Sampson and Wilson (1995) refer to community contexts shaping "cognitive landscapes" (p. 50). They argue that structurally disorganized communities encourage criminal and deviant behavior. In such a landscape, the pervasiveness of violence-violence in the neighborhood, between strangers, and among support group members and family members-may lead to a certain acceptance of violence as a legitimate negotiation tool (Goldstein, 1985) . Thus, high levels of social disorder and the consequent pervasiveness of violence as a survival tactic may result in the legitimization of all types of violence, including IPV.
General collective efficacy and collective efficacy specific to IPV may also mediate the relationship between community and IPV. Explanations focusing on low collective efficacy suggest that when people have weak ties with each other (Ross & Jang, 2000) , they do not serve as effective agents of social control, which may lead to a greater tolerance of undesirable behaviors, such as crime and partner violence, than would be acceptable in a socially cohesive community (Sampson & Raudenbush, 1999) . Collective efficacy specific to IPV suggests that IPV flourishes because the community is unable or unwilling to address this issue.
Finally, women's fear of crime may mediate the relationship between community and IPV. Renzetti and Maier (2002) discuss how women who live in high-crime neighborhoods may focus all their energy on addressing their fear of crime, such as stranger sexual assault and muggings, to the exclusion of the highest violence risk, IPV. In addition, Renzetti and Maier discuss that when protecting themselves from community crime, women often isolate themselves from neighbors and, consequently, may not have networks from which they can receive support.
Another interesting finding in this study concerned the relationship between network IPV and women's personal experience of being victimized by their partner.
The presence of IPV in identified sources of close social support may signal two mediating conditions that can hamper women's efforts in ending violent situations. One, social support members who themselves are battered may believe that this behavior is neither abusive nor unusual (Barnett, 2001) . They may minimize the abuse or blame themselves and their friends for provoking it (Barnett, Martinez, & Keyson, 1996; Dunham & Senn, 2000; West & Wandrei, 2002) . Abuse victims may even be encouraged to remain with the abuser (Bowker, 1983; Dutton, 1992; ElBassel, Gilbert, Rajah, Foleno, & Frye, 2001) . Two, even if support group members are sympathetic, their own situations may preclude them from providing tangible assistance. Eventually, the inability of support group members to provide tangible assistance may also contribute to women's isolation and reliance on the abuser.
Although we believe our results are important, the findings are based on women who are receiving TANF, who have identified substance use problems, and who have sought treatment. Thus, these results are best generalized to other similar populations. A second limitation concerns the correlational design of this study, which does not permit us to make causal statements about our findings. For example, although we suggest that relying on friends who are themselves in violent relationships increases the risk of violence, we cannot rule out the possibility that women in violent relationships seek friends who share similar experiences. Similarly, we cannot determine if substance use increases one's risk for IPV through direct and indirect paths or whether women use substances as a way of coping with the violence in their life. A third limitation relates to the sample size. A power analysis indicated that with three predictor variables, the power of detecting differences at 80% requires a sample of 36 for large effect sizes and 77 for medium effect sizes. Our sample size, though modest, is adequate for detecting large effects. We caution the reader to treat our results as exploratory. Future studies with larger samples would be useful, as would an investigation of these issues in a nontreatment setting to explore if the results can be generalized. A fourth limitation pertains to the measurement of neighborhood factors, such as social disorder at an individual level. However, Sampson and Raudenbush (1999) reported a strong correlation between survey-reported disorder and systematic social observations, indicating that individual-level observations are acceptable. Nevertheless, a study that incorporates both individual-level and neighborhood-level measurements of social disorder would capture this concept more accurately.
To our knowledge this is one of the first studies to examine the individual-level associations among community violence, violence in the immediate social networks, and IPV. These results suggest several important avenues for future research, including more research delineating the specific mechanisms through which exposure to nonintimate violence leads to IPV. Empirical studies in substance-using and nonsubstance-using women should be designed to explore the mechanisms through which community violence may contribute to IPV. For example, regardless of whether a woman uses dangerous substances, living in a violent community may place a woman at a higher risk for IPV through other mechanisms, such as low IPVspecific collective efficacy. Peer interactions among disadvantaged male partners may also reinforce the use of violence against women. The links among disadvantage, community violence, and IPV may be mediated in part by male peer interactions and the specific values that may flourish in these contexts. In addition, women's social supports in disadvantaged conditions may be inadequate and may even increase risk for IPV. Studies examining the complex interplay among community violence and the potential roles of male peers, social supports, and collective efficacy in both substance-using and non-substance-using men and women would begin to clarify the nature of the relationship among these factors. Our findings raise the intriguing possibility that addressing neighborhood conditions rather than individual deficits may have a positive effect on reducing IPV rates. Further studies should be undertaken to examine whether community endeavors that seek to lower disorder in public spaces and increase community resources and residents' social ties, addressing not only the woman's IPV experiences but also her support group's IPV experiences, may help to decrease IPV.
